SUMMARY The activity of adenosine deaminase was studied in nine cases of rheumatoid pleural effusion, showing an increase in enzyme activity in all. Rheumatoid arthritis seems unique, however, as it cannot be differentiated from pleural tuberculosis on the basis of this test. Selective increase of adenosine deaminase in both conditions is attributed to stimulation of T lymphocytes in the pleural fluid.
In previous studies we confirmed a sensitivity of 100% and a specificity of 95% for the assay of adenosine deaminase (EC 3.5.4.4.) enzyme activity in early diagnosis of tuberculous pleuropericardial, peritoneal, and meningeal effusions.1-6 The adenosine deaminase increase has been attributed to the maturative stage or degree of stimulation of T lymphocytes as a response of cell mediated immunity to mycobacterial antigens.
In our first study we observed a case of rheumatoid pleural effusion which exceptionally showed adenosine deaminase increase in the pleural fluid.'
This observation was later confirmed in two other cases.6 Rheumatoid pleural effusion seemed to be unique as it could not be differentiated from pleural tuberculosis on the basis of this test. This prospective report evaluates the adenosine deaminase test in patients with pleural effusion caused by rheumatoid arthritis.
Patients and methods
We studied the activity of adenosine deaminase Pleural effusion was left sided in four patients and right sided in the other five. In two patients pleural effusion occurred in association with nodular changes in the pulmonary parenchyma. The tuberculin test was positive (diameter of skin thickness >10 mm read 48 hours later) in five cases.
The effusion was invariably an exudate (mean protein content 55-8 g/l) with low glucose concentration (mean 0-56 mmol/l, range 0-02-2-11 mmol/l) and very high lactic dehydrogenase (LDH) levels (mean 2991 IU/l, range 1275-5290 IU/l). In four cases a glucose load test did not produce significant changes from baseline in glucose concentration in the pleural fluid. Rheumatoid factor was positive in all cases.
Cytological examination showed an exudative effusion with predominant polymorphonuclear cells in six cases and predominant lymphocytosis in the remaining three. Pleural biopsy confirmed the presence of non-specific pleuritis in seven cases, pleural fibrosis with carbon dust and silica deposits in one case, and fibrinopurulent pleuritis in the other case.
In all patients the activity of adenosine deaminase enzyme was >43 U/l (the lower value found in the group of tuberculous pleural effusions); mean (SD) enzyme values were 77-55 (15-62) U/l (range 52-97 U/I).
Clinical and laboratory data of the nine patients with rheumatoid pleural effusions are summarised in Table 1 .
In patients with tuberculous and rheumatoid pleuritis the enzyme value was significantly higher than in the rest of the groups (p<0.001). The differences in adenosine deaminase activity between the groups of patients with tuberculous and rheumatoid conditions, and among the patients of groups II to V were not significant. Table 2 gives the adenosine deaminase activity in the different groups; individual results are shown in Fig. 1 . In conclusion, the biochemical changes in the pleural fluid from our patients did not differ from vJ u) ,\ group.bmj.com on November 7, 2017 -Published by http://ard.bmj.com/ Downloaded from those described in cases of tuberculous pleurisy. Clinical and immunological features of pleural effusion in rheumatoid arthritis are highly diagnostic, however, and offer an important supplement to other laboratory data. Furthermore, pleural biopsy may confirm the diagnosis, especially when pathognominic lesions of pleural tuberculosis are found.
